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ABSTRACT 

This report contains the recommendations of the 
Physician Consortium for significantly improving medical education 
and training to enhance the physician's role in early identification, 
treatment, and prevention of substance abuse. In addition, the 
consortium subcommittees report on their examination of substance 
abuse treatment needs of ethnic and racial minority groups and on the 
unique training needs that are especially germane to the care of 
adolescents and children. Recommendations address the need for 
changes in undergraduate medical education, graduate medical 
education, and continuing medical education; they also focus special 
attention on the concerns of adolescents and children and the 
multicultural issues in substance abuse education and training of 
physicians. The report concludes with background information on the 
problems of substance abuse in general and on certain specific 
substances — cocaine, marijuana, alcohol and tobacco products — in 
particular. Contains 32 references. (GLR) 
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Dear Dr. Harmon: 

I am pleased to submit to you the Policy Report of the Physician 
Consortium on Substance Abuse Education. Thi s document contai ns 
the recommendations of the Physician Consortium for significantly 
improving medical education and training to enhance the physician's 
role in early identification, treatment and prevention of substance 
abuse. These recommendations address the need for changes in 
undergraduate medical education, graduate medical education, and 
continuing medical education; they also focus special attention on 
the concerns of adolescents and children and the multicultural 
issues in substance abuse iucation and training of physicians. 

The Bureau of Health Professions' Division of Medicine has served 
as the Physician Consortium's organizer r facilitator and 
secretariat in producing this report. Through this effort the 
public and private sectors have worked together effectively to 
bring to the attention of medical educators the changes needed in 
medical education to improve medical care related to substance 
abuse. The Bureau recognizes the importance of health 
professionals in the struggle to ameliorate Lne suffering and lower 
the costs associated with the health problems stemming from 
substance abuse. As the recommendations of this report become 
implemented across medical education and physicians incorporate 
this new knowledge and skill in their practice, physicians will 
become ever more important in diagnosing, treating and preventing 
the health problems brought about through substance abuse in our 
society. 

With the submission of the Policy Report of the Physician 
C onsortium on Substance Abuse Education , the Physician Consortium 
brings to a successful conclusion its first major task. I want to 
thank personally each member of this group for contributing to this 
important effort. As the Director of the Bureau of Health 
Professions, I look forward to facilitating the continuing work of 
the Physician Consortium as it moves forward with its agenda to 
improve medical education in substance abuse. 
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PREFACE 



Tl he momentum for including substance 
abuse education within the mainstream of 
medical education has increased steadily over 
the past five years. Virtually every national medi- 
cal professional society now has a task force or 
working group dealing with the issue. AMERSA, 
the national medical faculty organization for phy- 
sicians and other health professional devoted to 
substance abuse education, has doubled its mem- 
bership and tripled its national conference atten- 
dance over the last five years. Federal initiatives 
by Health Resources and Services Administration 
and AD AMH A (NI AA A, NIDA, OTI, and OSAP) 
have added to the momentum by supporting de- 
velopment of new medical school curricula, fac- 
ulty development, and training opportunities for 
primary care physicians. 

This report and the work of the Physicians 
Consortium on Substance Abuse Education are 
part of the momentum. It is an historic event in 
that it is the first time that representatives of so 
many national professional societies have con- 
vened and achieved a published consensus on this 
subject. 

This work, however, is not without precedent. 
Both the Macy Foundation Report of 1972 and the 
Annenberg Center Conference of 1985 were its 
forerunners. The Macy Conference, about the 
same size as the Consortium, was made up of 
thirty leaders in academic medicine, rather than 
representatives of national organizations. While 
its advice received practically no notice at the time, 
it is still timely advice and quite consistent with 
current thinking. 

"The absence in most teaching hospitals 
of specialized clinical facilities for treating 
drug abusers leaves the same gap in the 
training of today's medical students as in 



the past. After a brief didactic introduc- 
tion to the problems of drug abuse in the 
basic pharmacology cou rse, most students 
receive only accidental and sporadic rein- 
forcement in their clinical years. The Con- 
ference postulated that the treatment 
andprevention of drug abuse should be 
taught systematically so that students can 
learn to approach the issue of drug abuse 
just as they learn to approach the prob- 
lems of cardiovascular disease, cancer and 
mental illness." From Medical Education 
and Drug Abuse: Report of a Macy Confer- 
ence. 

The Annenberg Center Conference did have an 
impact. Its report, "Consensus Statement from the 
Conference-Alcohol, Drugs, and Primary Care 
Physician Education: Issues, Roles, Responsibili- 
ties," presaged a whole series of private and public 
initiatives to develop and introduce competency- 
based training into substance abuse medical edu- 
cation. 

There has been general agreement for years 
about what needs to be done in medical education 
about substance abuse, but the level of accom- 
plishment has fallen far short of the need. This 
report of the Physician Consortium on Substance 
Abuse Education is a working document, designed 
to make things happen. While its recommenda- 
tions are neither original nor difficult to achieve, 
the measure of its success will be the action that it 
stirs. In a year, we plan to seek feedback from 
national professional societies, residency review 
committees, medical boards, medical schools, 
regulatory bodies, and government programs to 
assess the implementation of the Report's recom- 
mendations. We hope that the report will be 
useful to the organization and individuals who are 
readv to move ahead with us. 



David C. Lewis, M.D. 
Chairperson 
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I. EXECUTIVE SUMMARY 



This Executive Summary of the Policy Report 
Of The Physician Consortium On Substance 
Abuse Education states the purpose of the 
Physician Consortium on Substance Abuse Edu- 
cation, presents the consensus statements of the 
findings, and reports the recommendations of the 
five subcommittees. These recommendations un- 
derscore the need for changes in medical educa- 
tion and training curricula in order to cope with 
the mounting problems of substance abuse. The 
Executive Summary also briefly describes the his- 
tory, goal, three-year agenda, and theConsortium's 
approach to its work. The full text includes the 
complete reports of the five subcommittees, which 
detail the findings and recommendations for 
changes in medical education and training devel- 
oped by each of the five subcommittees. The 
report concludes with background information on 
the problems of substance abuse generally. 

Purpose of the Physician Consortium 

The purpose of the Physician Consortium is to 
promote the role of the physician in prevention, 
early identification, and treatment of substance 
abuse by improving medical education and train- 
ing. 

The Physician Consortium on Substance Abuse 
Education is expected to make a major contribu- 
tion to meeting the significant national medical 
education need of preparing the Nation's physi- 
cians to respond to the health problems related to 
alcohol and substance abuse. The Consortium has 
been asked to assess educational needs of physi- 
cians, to identify the barriers which prevent phy- 
sicians from treating the problems associated with 
substance abuse, and to make recommendations 
for needed change in the education and training of 
physicians that would extend to curricula of medi- 
cal schools and residency programs as well as 
continuing medical education. The Consortium's 
recommendations are intended to focus on im- 
provements needed in medical education in order 
to enable physicians to intervene effectively in 
prevention, early identification, and treatment of 
substance abuse. 
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Consortium Consensus On Findings 

Consortium members agreed by consensus that 
substance abuse education and training for all 
levels of medical education is markedly deficient. 
Medical education programs incorporating sub- 
stance abuse problems of minority groups and 
youth are also seriously lacking. Although some 
medical education curricula focusing on substance 
abuse have been developed for specific medical 
specialties (general and family practice, pediat- 
rics, internal medicine, obstetrics and gynecology, 
emergency medicine, and psychiatry), few of these 
are in widespread use. Substance abuse education 
and training continue to be poorly integrated into 
general medical education, and the minimal sub- 
stance abuse training that does exist fails to take 
into account the special problems and needs of 
minorities. A basic difficulty repeatedly noted by 
each of the Consortium subcorr mittees is the need 
to overcome physician prejudice regarding sub- 
stance abusers including the belief that abusers 
have a poor prognosis. A related problem is that 
of physician uncertainty about who has ultimate 
responsibility for substance abuse intervention 
with patients. One reason physicians may be 
reluctant to accept responsibility for intervention 
with patients is that existing medical treatment 
standards permit varying degrees of possible phy- 
sician involvement. A second major area identi- 
fied by all the subcommittees is the need to de- 
velop trained faculty who can provide appropri- 
ate education and training supervision and serve 
as role models in this area. Finally, a third concern 
identified is that of how to alter definitively the 
physicians' actual practice behavior, rather than 
simply construct medical education programs that 
add to general knowledge of substance abuse. 

Physician Consortium 
Recommendations 

The Physician Consortium On Substance Abuse 
Education recommends that: 

Undergraduate Medical Education 

• Undergraduate medical education programs 
should be developed to overcome the negative 
attitudes of faculty and students toward substance 
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abuse and to establish effective faculty role models 
for students, house staff, and attending physi- 
cians. 

• Specific faculty should be identified, trained, 
and assigned responsibilities for substance abuse 
education in undergraduate medical education 
programs to ensure that the topic becomes an 
integral part of every medical student's education 
and training. 

• Undergraduate medical education and train- 
ing should introduce students to substance abuse 
problems of patients and communities at risk for 
substance abuse. 

• Multidisciplinary community-based programs 
should be utilized to educate students in the entire 
range of substance abuse problems and interven- 
tions. 

« On-campusconfidentialstudentandhousestaff 
impairment prevention policies and programs 
should be established to provide drug and alcohol 
prevention programs directed to medical students 
and physicians at risk. 

• The Government's role as a funding source and 
facilitator in setting priorities for substance abuse 
medical education and training should be contin- 
ued. 

• Private foundations and public agencies should 
be encouraged to provide internships and other 
stipend-supported training opportunities for re- 
search, clinical and community-based medical 
training in chemical dependency. 

Graduate Medical Education 

• A basic graduate medical education faculty 
training course should be offered as the first level 
of training in substance abuse for five additional 
graduate medical education specialties: general 
internal medicine, general pediatrics, obstetrics 
and gynecology, emergency medicine and psy- 
chiatry. The Family Medicine Model represents a 
successful effort which could be adopted. 

• A three-month interdisciplinary course in sub- 
stance abuse education should be developed for 
training physician faculty of graduate medical 
education residency programs. 



• A two-year fellowship program in substance 
abuse education should be developed to provide 
academic physician leadership in substance abuse 
education for graduate medical education. 

• Ten "centers of excellence" in substance abuse 
education should be established nationwide which 
incorporate linkages of community-based sub- 
stance abuse programs focusing on prevention 
and treatment with mental health centers and area 
health education centers. Two periods of training 
(a three-month course and a longer two-year fel- 
lowship program) for physician faculty of gradu- 
ate medical education programs would be offered 
in the centers. 

• All levels of faculty training in substance abuse 
should include content on cross-cultural and spe- 
cial population issues and information related to 
the changing demographics of our society, 

• Graduate medical education residency pro- 
grams should develop and implement specific 
substance abuse training requirements, and these 
requirements should be reflected in specialty board 
examinations. 

Continuing Medical Education 

• Substance abuse continuing medical education 
programs should be targeted to different physi- 
cian audiences by tailoring programs to meet their 
actual needs, interests, and practice patterns. 

• Physicians should be sensitized to the existence 
of alcohol and substance abuse problems in their 
patient population through continuing medical 
education programs. 

• The existing skill repertory of physicians should 
be used as the foundation for new continuing 
medical education programs. 

• A wide range of instructional methods should 
be utilized in the development of continuing medi- 
cal education programs to alter physician atti- 
tudes toward substance abuse, to improve skills 
and to increase physician willingness to deal with 
substance abuse problems. 

• Substance abuse related knowledge and skills 
should be included whenever practice standards, 
guidelines, parameters and protocols are being 
developed or revised by public agencies or private 
organizations. 
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Multicultural Issues 

• A group of educators, physicians, and sub- 
stance abuse experts should be convened to define 
knowledge, skills, and attitude requirements in 
the substance abuse area specific to ethnic and 
racial minorities and to identify appropriate meth- 
ods and teaching strategies. 

• All medical education and training programs in 
substance abuse should be required to explicitly 
include specific training modules focusing on the 
needs of ethnic and racial minority groups. 

• The Secretary's Task Force on Biack and Minor- 
ity Health recommendations concerning substance 
abuse should be pursued. 

• Substance abuse training programs linked with 
service programs which target racial and ethnic 
minority populations should include information 
from current research on minority use patterns 
and effective intervention. 

• Substance abuse training specifically address- 
ing issues relevant to ethnic minorities should be 
included during residency training in primary 
care disciplines. 

Adolescents and Children 

• Outpatient training settings along with psychi- 
atric residential facilities should be utilized in 
order that the full spectrum of youthful drug abus- 
ers be represented. 

• Faculty with a primary interest in adolescent 
medicine should be provided the opportunity to 
develop expertise in substance abuse issues and to 
convey that expertise to trainees. Training should 
be multidisciplinary and involve cooperation and 
coordination of education among the disciplines 
of family medicine, pediatrics, child and adoles- 
cent psychiatry, gynecology, and internal medi- 
cine. 

• The use of screening devices for detecting drug 
abuse should be taught as an integral component 
of education programs that focus on adolescent 
substance abuse. 

• Data on effective prevention strategies for ado- 
lescent substance abuse should be used in teach- 
ing programs and disseminated to those working 
with youthful populations. 
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• Legal and ethical issues of substance abuse 
should be incorporated in substance abuse educa- 
tion at all levels of training. 

Consortium History 

The Physician Consortium on Substance Abuse 
Education was organized in 1989 under the aegis 
of the Public Health Service, Health Resources and 
Service Administration, Bureau of Health Profes- 
sions, Division of Medicine to examine substance 
abuse education for physicians at all levels of 
training. The establishment of the Physician 
Consortium was an outcome of earlier alcohol 
abuse initiatives of the Office of the Secretary, 
Department of Health and Human Services. In 
1988 two meetings were held with physician rep- 
resentatives of medical organizations and repre- 
sentatives of the Federal Government to discuss 
the alcohol training and education needs of the 
physician community and the role of licensure 
examinations in assuring a minimum level of phy- 
sician competence in the area of alcohol diagnosis 
and intervention. In 1989 the Director of the 
Bureau of Health Professions, working in collabo- 
ration with the American Medical Association, 
held an invitational conference to discuss the topic 
"The Primary Care Physician's Critical Role in 
Preventing Alcohol Abuse and Alcoholism" . Also 
during this time period, the Public Health Service 
issued the "Year 2000 Draft Objectives for Reduc- 
ing Alcohol and Other Drugs" and established a 
Task Force on Illicit Drugs. In response to the 
clearly identified need for better educated and 
trained health professionals, the Bureau of Health 
Professions established health professional con- 
sortia to focus on the education and training needs 
of practitioners in the area of substance abuse. The 
Physician Consortium on Substance Abuse Edu- 
cation was formed by expanding the membership 
of the previous work groups to include organiza- 
tions responsible for physician training and edu- 
cation. This newly constituted group, which in- 
cluded representatives nominated by their medi- 
cal associations, societies, specialty boards, and 
medical schools, met for the first time in June, 1 989, 
under the auspices of the Bureau of Hea!fh Profes- 
sions, Division of Medicine. 
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Consortium Goal 

The Physician Consortium's goal is consistent 
with the Department of Health and Human Ser- 
vices' recently released Healthy People 2000, Na- 
tional Health Promotion and Disease Prevention Ob- 
jectives (DHHS / 1991). These objectives aim to re- 
duce sharply drug abuse and the high medical toll 
it now exacts. The Consortium expects that the 
Policy Report of the Physician Consortium on Sub- 
stance Abuse Education will contribute to improved 
understanding of the physicians' role in medical 
issues associated with substance abuse. The Con- 
sortium also expects that physicians will more 
broadly and directly influence the medical prob- 
lems of substance abuse when the changes recom- 
mended for medical education and training have 
been implemented. 

Consortium Agenda 
and Approach to Work 

The Policy Report of the Physician Consortium on 
Substance Abuse Education is the product of the 
Consortium's first year of work on a three-year 
projected agenda. The Policy Report presents in 
full the Consortium's findings on medical educa- 
tion in substance abuse and makes recommenda- 
tions for improving the quality of medical educa- 
tion related to substance abuse. The Policy Report 
is intended for widespread circulation to national 
medical organizations and to Federal and State 
agencies for their use in overcoming barriers to the 
treatment of substance abuse through improved 
medical education. Also during this agenda time 
the Consortium through the assistance of the Divi- 
sion of Medicine developed and distributed to the 
Consortium members a catalog of educational 
materials on the prevention, diagnosis, and treat- 
ment of substance abuse. The second year of 
Consortium agenda will be devoted to fostering a 
dialogue among private and public organizations 
to encourage the establishment of new policies 
and programs consonant with the recommenda- 
tions contained in the Policy Report During the 
third year the Consortium will focus on changes 
that either will or have been implemented and on 
evaluation of the overall effort in bringing about 
improved understanding of substance abuse in 
medical education curricula. 



The Consortium's work was facilitated and di- 
rected by the systematic approach developed by 
the Steering Committee. Five subcommittees were 
formed to examine information, determine the 
findings, and develop specific recommendations 
for improving medical education related to sub- 
stance abuse. Subcommittees examined various 
options to improve undergraduate, graduate, and 
continuing medical education. Subcommittees 
also examined the substance abuse treatment needs 
ofethnicand racial minority groupsand theunique 
training needs for the care of adolescents and 
children. These subcommittees are titled: Sub- 
committee on Undergraduate Education; Subcom- 
mittee on Graduate Education; Subcommittee on 
Continuing Medical Education; Subcommittee on 
Multicultural Issues; and Subcommittee on Ado- 
lescents and Children. The complete reports of the 
five subcommittees are included in the full body of 
the report. 
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IL THE PHYSICIAN CONSORTIUM 
ON SUBSTANCE ABUSE EDUCATION 



Purpose, History and Goal 

The Department of Health and Human Ser- 
vices' Healthy People 2000, National Health and 
Disease Prevention Objectives (DHHS, 1991) for 
Reducing Alcohol and Other Drug Problems, 
stresses the important role health professionals 
can play in the early detection, treatment and 
referral of persons with substance abuse problems 

The purpose of the Consortium is to promote 
the role of the physician in the prevention, early 
identification and treatment of substance abuse by 
improving medical education and training. 

Many barriers to effective prevention and early 
identification of alcohol and other drug abuse 
have been recognized and reported. However, 
developing effective strategies to eliminate those 
barriers remains a difficult task. The gap between 
the awareness of substance abuse problems and 
effective medical intervention to cope with them 
continues to be significant. 

Early in 1987, the Secretary of Health and Hu- 
man Services set out to build on the work already 
accomplished in the alcohol abuse field by solicit- 
ing the support of health professionals and inter- 
ested organizations to further raise the national 
awareness of alcohol-related problems. On behalf 
of the Secretary, two meetings were convened in 
August and October of 1988. One outcome of 
these meetings was a conference in February of 
1989 on the role of the primary care physician in 
coping with alcohol abuse and alcoholism. Partici- 
pants in this meeting unanimously agreed that a 
group representing organizations responsible for 
physician training should be formed to address 
alcohol-related medical education issues. They 
also concluded that the membership of the group 
should be expanded and that the scope of work 
should include the entire spectrum of abused drugs. 
Also, the challenge to the profession of the alcohol- 
abusing patient was addressed by the Secretary of 
Health and Human Services and the American 
Medical Association (Bowens and Sammons, 1988). 

The Public Health Service issued the "Year 2000 
Draft Objectives for Reducing Alcohol and Other 
Drugs" and established a Task Force on Illicit 
Drugs. The Bureau of Health Professions was 
assigned the responsibility for establishing health 
professional consortia to meet the education and 
training needs of practitioners in the area of sub- 
stance abuse. The Physician Consortium on Sub- 



stance Abuse Education was formed by expand- 
ing the membership of the earlier work groups to 
include organizations responsible for physician 
training and education. This new 30-member 
consortium established by the Bureau of Health 
Professions included representatives from medi- 
cal associations and societies, specialty boards, 
and medical schools selected by the respective 
organizations. The first meeting of this consor- 
tium convened in June of 1989 and was chaired by 
the Bureau Director. The second meeting in No- 
vember 1989 was chaired by its current elected 
leadership. Bureau of Health Professions' staff 
serve as its secretariat. 

The Consortium is a valuable link between the 
Federal Government and academic and profes- 
sional organizations. Members work 
collaboratively, both within the Consortium and 
within their respective organizations, to build on 
the work that has already been done in the alcohol 
and drug abuse fields. They actively solicit the 
support of health professionals and organizations 
in eliminating barriers to effective prevention and 
early identification of substance abuse. One ap- 
proach to the elimination of barriers is through the 
improvement of the quality of substance abuse 
medical education and training. 

The Consortium interacts with other Public 
Health Service entities such as the Office of the 
Surgeon General and the Alcohol, Drug Abuse, 
and Mental Health Administration (ADAMHA). 
ADAMHA includes the National Institute on Drug 
Abuse (NIDA), the National Institute on Alcohol 
Abuse and Alcoholism (NIAAA), the National 
Institute of Mental Health (NIMH), and the newly 
established Office for Treatment Improvement 
(OTI). It also works with the Centers for Disease 
Control (CDC) and the Health Resources and Ser- 
vices Administration (HRSA) to achieve its objec- 
tives. 

The Physician Consortium's goal is consistent 
with the Department of Health and Human Ser- 
vices' recently released Healthy People 2000, Na- 
tional Health Promotion and Disease Prevention Ob- 
jectives (DHHS, 1991). These objectives aim to 
reduce sharply drug abuse and the high medical 
toll it now exacts. The Consortium anticipates that 
the Policy Report of the Physician Consortium on 
Substance Abuse Education will contribute to im- 
proved understanding of the physician's role in 
medical issues associated with substance abuse. 
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The Consortium also expects that physicians will 
more broadly and directly influence the medical 
problems of substance abuse with implementa- 
tion of the changes recommended for medical 
education and training curricula. 

Three-Year Agenda and Approach 

The Consortium has initiated a three-year pro- 
gram. During its first year this Policy Report of the 
Physician Consortium on Substance Abuse Education 
has been completed for circulation to national 
medical organizations as well as to agencies in 
Federal and state governments. The Report in- 
cludes recommendations to both private and pub- 
lic sector organizations of ways in which the qual- 
ity of medical education concerning substance 
abuse can he improved. Also during the first year 
the members of the Consortium through the assis- 
tance of the Division of Medicine prepared a cata- 
log of educational materials on the prevention, 
diagnosis, and treatment of substance abuse. 
During the second year the Consortium will en- 
courage a dialogue among these organizations to 
encourage them to establish new policies and pro- 
grams. The third year of this multifaceted agenda 
will be devoted to implementing the suggested 
policies and programs an<J to evaluating how suc- 
cessfully the public and private sectors have been 
in pursuing and achieving the Consortium's rec- 
ommendations. 

The work of the Consortium is summarized 
below: 

• The Consortium requested that a resource docu- 
ment be compiled of current material on substance 
abuse education. The Bureau of Health Profes- 
sions' Division of Medicine responded by devel- 
oping a catalog of educational materials on sub- 
stance abuse prevention, diagnosis and treatment. 
This catalog provides a brief description of educa- 
tional materials available both to primary care 
physicians and for distribution to their patients. 

• The Consortium established five subcommit- 
tees to address specific substance abuse training 
issues in undergraduate, graduate and continuing 
medical education as well as the education of 
physicians providing treatment for ethnic and ra- 
cial minorities and of physicians caring for adoles- 



cents and children. Subcommittee members 
adopted a list of priority areas for specific consid- 
eration at their future meetings. 

• A Steering Committee was established to de- 
fine the role, organization and work of the Consor- 
tium. Members of this committee established the 
Consortium's subcommittee structure, leadership, 
direction, purposes and resources. They proposed 
the focus and content for the Policy Report. They 
prepared the agenda for the full Consortium meet- 
ing in November 1989. The Steering Committee 
recommended that the Consortium elect a chair- 
person and a vice chairperson from its member- 
ship. 

• Subcommittees met separately during the next 
meeting to develop their findings and to frame 
their recommendations. 

• Subcommittee chairpersons summarized the 
deliberations of their respective subcommittees, 
and subcommittee reports were drafted for the 
Consortium membership. In most instances the 
findings and recommendations of the subcommit- 
tee reports were based upon information from the 
professional literature. In some instances little or 
no published information was available, and the 
findings were derived by consensus of subcom- 
mittee member experts. 

• Draft reports were circulated to members for 
review and comment 

• A draft final report composed of the revised 
individual subcommittee reports was developed 
in preparation for the first anniversary meeting of 
the full consortium, which was to be held in June 
1990. 

• Based on the review and comments of the Con- 
sortium members at the June meeting, a draft final 
report was prepared for the November meeting. 

• At the November meeting of the Physician Con- 
sortium, the full report was reviewed and any 
changes made were agreed to by the full Consor- 
tium membership. This Policy Report of the Physi- 
cian Consortiumon Substance Abuse Education incor- 
porates the changes made to the draft final report 
during the November meeting. 

Section HI of this report provides the complete 
reports of the findings and recommendations of 
the five subcommittees. Background information 
on the substance abuse problem is covered in 
Section IV. 
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III. FINDINGS AND RECOMMENDATIONS 
OF THE SUBCOMMITTEES 



A, Undergraduate Medical Education 

The subcommittee on undergraduate medical 
education agreed that current medical education 
fails to teach appropriately and adequately the 
subject of substance abuse despite the well-docu- 
mented harmful effects of substance abuse on a 
significant portion of the population. The public 
health responsibilities of the medical profession 
require that this subject be taught at a basic educa- 
tional level in our medical schools. Medical schools 
must recognize that chemical dependency is not 
simply a mental health concern, but also has 
broader health implications involving all medical 
specialties, particularly those providing primary 
care. The subcommittee also concluded that medi- 
cal students need to be better sensitized to their 
own high personal risk of becoming substance 
abusers. 

Substance abuse training is not universally in- 
tegrated into medical school curricula and is not 
an integral part of primary care medicine ( Davis et 
al., 1988; ADAMHA, 1988). Inappropriate, though 
persistent, negative attitudes toward substance 
abuse and abusers and a resistance to expanding 
education in this area are primary hurdles which 
need to be overcome if training is to be better 
integrated into our undergraduate medical cur- 
ricula. 

FINDINGS 

Finding A-l. Alcohol and other drug abuse 
education is not an integral part of primary 
care medical education. 

Medical schools and residency programs vary 
widely in the extent to which substance abuse 
units are integrated into their curricula. There is a 
lack of comprehensive substance abuse training in 
specialties that train primary care physicians. In 
the small percentage of schools where programs 
are integrated the units taught usually deal with 
the abuse of alcohol as well as of other drugs. 
Integrated training programs also frequently in- 
clude provision of clinical experience with sub- 
stance abusers. However, this approach repre- 
sents an exception to the much more common 
medical school pattern of offering only electives in 
substance abuse to students especially interested 
in those problems (Davis et al., 1988). Tradition- 
ally, psychiatry was the only specialty area that 



routinely included substance abuse topics in its 
training. In the past, departments of psychiatry 
have been relied upon to provide a large portion of 
the substance abuse training received by medical 
students. The current trend toward including 
substance abuse training in other primary care 
specialties should lead to better integrated cover- 
age of the topic. Training should stress the pri- 
mary care physician's important role in prevent- 
ing as well as in identifying, treating, or referring 
substance abusing patients. 

Finding A-2. The traditional emphasis on hospi- 
tal-based, technologically complex diagnosis and 
treatment on organ pathology, and on a cure- 
oriented approach to acute illness is ill-suited to 
dealing witn chronic behavioral pathology that 
antedates the development of organ patnology 
in alcohol or drug abusers. 

Teaching substance abuse content as though it 
primarily involves a constellation of drugs with 
specific pathological effects on various organ sys- 
tems is appropriate in relatively discrete and well- 
defined areas. By contrast, teaching about sub- 
stance abuse as a primary disease is atypical and 
content is seriously deficient (Kinney et al., 1984). 
Substance abuse is a disease state that intimatelv 
involves behavioral as well as more traditional 
medical aspects. 

Along with an increasing appreciation of the 
importance of teaching about substance abuse, 
there is growing recognition that a combination of 
teaching methods and clinical settings is neces- 
sary. Using only inpatient settings for this train- 
ing, especially in general medical facilities, is ques- 
tionable. Relying on such settings should be recon- 
sidered (Davis, et al, 1988). Training sites where 
students and residents are more likely to see the 
entire range of patients with substance abuse prob- 
lems are preferable. Outpatient and community- 
based settings also provide significantly better 
opportunities to learn about prevention, early di- 
agnosis, and intervention. These facilities offer 
students opportunities to take histories, perform 
physical examinations, and complete medical as- 
sessments of substance abusing patients. 

Involvement with community prevention 
projects and with substanceabusingpatientsearly 
in medical training can effectively introduce medi- 
cal students to the health risks as well as to the 
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resources that can be mobilized for dealing with 
the problem. Specifically, students can participate 
in community activities by working with adoles- 
cent groups, in mental health units, as well as by 
attending self-help group meetings (e.g., Alcohol- 
ics Anonymous, physician impairment groups). 

A major challenge in teaching substance abuse 
content is to stimulate medical students' active 
interest and involvement. Faculty need to identify 
the underlying reasons for students' limited inter- 
est in this area such as the absence of suitable role 
models for becoming involved. Greater emphasis 
must also be placed on "learner driven" teaching, 
which emphasizes experiential learning through 
case studies, interaction with expert researchers 
and clinicians, and the open discussion of physi- 
cian attitudes toward substance abusing patients 
which interfere with their effective treatment 
(ADAMHA, 1988). 

Greater attention should be paid to integrating 
substance abuse education into overall medical 
curricula and to teaching relevant preventive, di- 
agnostic and treatment skills throughout the en- 
tire medical education system. 

Finding A-3. Preparing a core group of faculty to 
teach substance abuse and to develop and imple- 
ment curricula can facilitate recognition that sub- 
stance abuse training is an integral part of all 
medical education. 

The Consortium consensus is that faculty can 
encourage students to actively explore the impli- 
cations of chemical dependence as a health prob- 
lem as well as help them to recognize its impor- 
tance in the total health car'" continuum. Early 
emphasis on, and exposure :>, substance abuse 
education is likely to counter the perception that 
substance abuse is of only narrow specialist inter- 
est rather than a widely prevalent problem with 
profound health implications. 

Finding A-4. Implementing an integrated sub- 
stance abuse curriculum requires knowledge- 
able faculty with expertise in academic as wellas 
community clinical settings, who are experienced 
in the prevention, diagnosis and treatment of 
substance abuse-related disorders and who are 
motivated to learn and to teach about those top- 
ics. 



Finding A-5. Interdisciplinary training, as op- 
posed to more narrowly focused emphasis on 
more specialized disciplines, can expedite cur- 
ricular improvements and a more fundamental 
awareness of substance abuse problems. 

The key to sustained change in medical educa- 
tion concerning substance abuse lies in providing 
individual and institutional role models for such 
training (Lewis, 1989). The limited availability of 
time to pursue curriculum issues is a serious prob- 
lem which faces all medical educators. The amount 
of time available for the curriculum is finite, an 
increasing amount of information is mandatory, 
and there is constant pressure to introduce new 
material. Given the typical lack of faculty exper- 
tise concerning substance abuse, it is not surpris- 
ing that this area is often neglected. 

Collaboration of faculty in several departments 
as well as in community settings is likely to mobi- 
lize broad support for increasing the curriculum 
time devoted to substance abuse. Interspecialty 
curricula also provide multispecialty role models 
and encourage team building. These benefits are 
likely to improve treatment of drug abusers within 
the health care delivery system as well as to result 
in better teaching about substance abuse (Coggan, 
1987). 

Finding A-6. As members of the medical com- 
munity, faculty and medical students are not 
immune from substance abuse problems, par- 
ticularly from therapeutic agents and alcohol. 

Medical students need to understand that they 
may be at increased risk of becoming substance 
abusers because of their membership in the medi- 
cal profession. Some studies reflect medical stu- 
dents' heightened awareness of the dangers of 
abusing drugs. Recent studies indicate medical 
students' use of cocaine (Conrad et al., 1989) and of 
other illicit drugs (Conrad et al., 1988) is generally 
lower than that of their non-medical school peers, 
but medical student use of tranquilizers and of 
alcohol exceeds that of non-medical peers. More- 
over, Conrad et al. (1988) found that most medical 
students view physician drug use as a serious 
matter and favor programs for impaired physi- 
cians which combine treatment with various pro- 
fessional sanctions. Studies also reflect the ambi- 
guity of drug usage perceived by medical stu- 
dents. Medical students surveyed expressed le- 
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niency regarding occasional illicit or inappropri- 
ate drug use. Occasional use of drugs by physi- 
cians, like substance abuse in the larger society, 
has also increased over the past two decades 
(McAuIiffeetaL, 1986). 

The personal stress under which physicians 
function is reflected in their higher divorce and 
suicide rates compared to their non-medical peers. 
Physicians who are members of a minority group 
are under still greater pressure in having to cope 
with institutional racism and the often rigid social 
standards and expectations of the minority com- 
munity in addition to the usual stresses of medical 
practice (Carter, 1989). The substance abuse risk 
endemic to being a physician should be acknowl- 
edged early in the educational process. Height- 
ened awareness helps to eliminate moralistic atti- 
tudes and encourages a more tolerant and objec- 
tive approach. It also pays dividends for prospec- 
tive physicians in overcoming their psychological 
barriers to treating substance abusers and helps 
physicians to acknowledge their own vulnerabil- 
ity more easily. 

Medical schools should also examine practices 
of condoning or sponsoring school functions in 
which alcoholic beverage indulgence rather than 
moderation is encouraged. Careful consideration 
should be given to the ways in which students are 
placed at still greater risk of abusing drugs when 
inappropriate behavior of their role models or 
making light of heavy social drinking is accepted. 

RECOMMENDATIONS 

Recommendation A-l. Undergraduate medical 
education programs should be developed to over- 
come the negative attitudes of faculty and stu- 
dents toward drug abuse and to establish effec- 
tive faculty role models for students, house staff, 
and attending physicians. 

Phvsicians' interest motivation, and skills must 
be enhanced in order to build confidence and to 
convince physicians that they should attend to 
substance abuse problems. Physicians must be 
persuaded to do something meaningful about the 
problems. 
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Recommendation A-2. Specific faculty should 
be identified, trained, and assigned responsi- 
bilities for substance abuse education to ensure 
that the topic becomes an integral part of every 
medical student's education and training. 

Medical schools should draw from existing cur- 
riculaand enhance faculty development programs 
currently underway. They should also utilize such 
resources as those of the American Academy of 
Psychiatrists in Addictions, the Association for 
Medical Education and Research in Substance 
Abuse, the American Society of Addiction Medi- 
cine, and the American Osteopathic Academy of 
Addictionology. Each medical school should iden- 
tify appropriate full-time or community faculty 
whose responsibility will be to integrate the ap- 
propriate resources. 

Recommendation A-3. Undergraduate medical 
education and training should introduce stu- 
dents to substance abuse problems of patients 
and communities at risk for substance abuse. 
Multidisciplinary community-based programs 
should be utilized to educate students in the 
entire range of substance abuse problems and 
interventions. 

Providing substance abuse education in com- 
munity, clinical, and didactic settings early in un- 
dergraduate medical education introduces all stu- 
dents from the beginning of their medical training 
to substance abuse problems and exposes stu- 
dents to patients and communities at risk for sub- 
stance abuse. This is best done in a 
multidisciplinary setting. The Liaison Committee 
for Medical Education (LCME) and the American 
Osteopathic Association's Bureau of Professional 
Education should make certain this training expe- 
rience occurs by making it one of their accredita- 
tion requirements. 

Recommendation A-4. On-campus confidential 
student and house staff impairment prevention 
policies and programs should be established to 
provide drug and alcohol prevention programs 
directed to medical students and physicians at 
risk. 

Early in their education physicians should be 
made aware that they are at risk of alcohol and 
drug abuse. By establishing student and house 
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staff impairment prevention policies and educa- 
tional programs, medical schools will demonstrate 
their commitment to enhance this awareness.* 

Recommendation A-5. The Government's role 
as a funding source and facilitator in setting 
priorities for medical education should be con- 
tinued. 

The Government should also examine how to 
improve third party payment coverage and how 
to eliminate reimbursement "disincentives" for 
treating substance abuse. 

Recommendation A-6. Private foundations and 
public agencies should be encouraged to provide 
internships and other stipend-supported train- 
ing opportunities for research, clinical and com- 
munity-based medical training in chemical de- 
pendency. 

B. Graduate Medical Education 

Many of the findings and recommendations 
pertaining to undergraduate a nd continuing medi- 
cal education are equally applicable to those set- 
tings in which graduate medical education is pro- 
vided. Moreover, the consensus of the Consor- 
tium is that a continuum of substance abuse edu- 
cation from medical school through internship, 
residency and beyond is essential if physicians' 
practice behavior with respect to this area is to 
change fundamentally. This section will, how- 
ever, emphasize those findings and recommenda- 
tions that are unique to graduate medical educa- 
tion. 

The majority of these recommendations focus 
on faculty development. While the Consortium 
recognizes the need to improve residency training 
as well, the consensus is that residency programs 
are unlikely to incorporate substance abuse train- 
ing without better prepared faculty. Once trained 
faculty are in place, recommendations specific to 
programs can be implemented. 

* P.L. 101-226 (Drug- Free Schools and Communities Act 
Amendments of 1989), which requires all postsecondary edu- 
cation institutions receiving Federal funds to develop drug and 
alcohol prevention programs, applies directly to this recom- 
mendation. Also significant programming tsalready in place in 
some medical schools that may be useful as development 
models. 



FINDINGS 

Finding B-l. Education regarding substance 
abuse is now primarily limited to the formal 
structural curricula of schools of medicine and 
public health. Substance abuse is not being 
adequately taught at the postgraduate and con- 
tinuing education levels. It is essential that medi- 
cal education at these levels include substance 
abuse education. 

Finding B-2. The residency period is rarely used 
to reinforce previous alcohol and drug abuse 
training or to provide an expanded focus for 
developing clinical competency with a greater 
diversity of populations and modes of treatment. 

The Consortium members agreed that the spe- 
cialties of family medicine, internal medicine, pe- 
diatrics, psychiatry, emergency medicine, and 
obstetrics and gynecology have substance abuse 
training goals and curricula adequate for their 
intended purposes. However, this training has 
not been widely incorporated into residency pro- 
grams. There are approximately 1600-1700 such 
programs. Each of these requires faculty to teach 
about prevention, substance abuse problem rec- 
ognition, appropriate treatment, and referral 
choices. 

Currently, the Society of Teachers of Family 
Medicine, in contract with the Federal govern- 
ment, is draining faculty from the 180 Federally- 
funded familymedicine residency programs across 
the country. This model is an acceptable one for 
introducing teaching skills on substance abuse to 
other departments and residency programs as 
well. Residency review committees need to de- 
velop requirements for each of their programs. 
The individual specialty curricula guidelines can 
be useful in providing a framework for develop- 
ing such requirements. 

Finding B-3. Faculty seldom make substance 
abuse teaching an integral part of their broader 
clinical and research responsibilities. 

An effective way to gain both added curricu- 
lum time and to increase respect for substance 
abuse training is to emphasize its strong research 
base. Through the incorporation of recent re- 
search findings into clinical curriculum students 
are likely to gain an increased understanding that 
substance abuse is integral to other areas of medi- 
cal science and clinical practice. Comorbidity is 
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another important area of research knowledge 
which needs to be highlighted in clinical training 
(ADAMHA, 1988). 

RECOMMENDATIONS 

Recommendation B-l. A basic faculty develop- 
ment course should be offered as the first level of 
trailing in substance abuse for five additional 
specialties: general internal medicine, general 
pediatrics, obstetrics and gynecology, emergency 
medicine and psychiatry. The Family Medicine 
Model represents a successful effort which could 
be adopted. 

Participants should have some prior interest in 
substance abuse. This faculty development effort 
will establish working groups within each spe- 
cialty in order to build an infrastructure and net- 
work for coordinating, supporting, and continu- 
ing faculty and resident education and training. 

The proposed course could be supported by the 
Federal Government and /or receive private sup- 
port. 

Recommendation B-2. A three-month interdisci- 
plinary course in substance abuse education 
should be developed for training physician fac- 
ulty of graduate medical education residency 
programs. 

This training should be conducted at the "ten 
centers of excellence" and would represent a sec- 
ond tier of faculty development. Funding for such 
a three-month training course would likely come 
from Federal sources. Other funding sources might 
include the use of confiscated drug dealer funds, 
money raised from selling dealers' confiscated 
property, Medicare funds that were withdrawn 
from graduate medical education, private philan- 
thropists, or the substance abuse treatment indus- 
try. 

Recommendation B-3. A two-year fellowship 
program in substance abuse education should be 
developed to provide academic physician lead- 
ership in substance abuse educationf or graduate 
medical education. 



This fellowship program should be developed 
as a third level of training at one of the ten centers 
of excellence to provide the Nation with academic 
leadership in substance abuse training and re- 
search. It should be coordinated with existing 
fellowships. In order to attract candidates, Federal 
and /or private support should be obtained to 
underwrite financial incentives such as scholar- 
ships, bonuses, and loan repayment arrangements. 
Incentives underwritten by the Federal Govern- 
ment would require service in the public sector. 

Recommendation B-4. Ten "centers of excel- 
lence" in substance abuse education should be 
established nationwide which incorporate link- 
ages of community-based substance abuse pro- 
grams focusing on prevention and treatment with 
mental health centers and area health education 
centers. 

The two longer periods of training (a three- 
month course and a two-year fellowship program) 
for physician faculty of graduate medical educa- 
tion programs would be offered in the centers. 
These centers should incorporate strong linkages 
with community health centers, community men- 
tal health centers, and area health education cen- 
ters. 

Recommendation B-5. All levels of faculty train- 
ing in substance abuse should include content 
on cross-cultural and special population issues 
and information related to the changing demo- 
graphics of our society. 

This recommendation should be implemented 
by residency review committees, which would 
assure that such content would be included in 
graduate medicine education curricula. 

Recommendation B-6. Graduate medical educa- 
tion residency programs should develop specific 
substance abuse training requirements. 

These essential requirements will have to be 
developed by the respective residency review com- 
mittees on accreditation. They will have to be 
phased in contingent upon availability of suffi- 
cient faculty resources to meet the new training 
requirements. 
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Recommendation B-7. Substance abuse content 
issues should be reflected in specialty board 
examination questions. 

In the development of manual? for certification 
in the various specialties attention will have to be 
given to skills needed to diagnose and manage 
alcohol and drug problems. 

C. Continuing Medical Education 

Training deficiencies concerning alcohol and 
other drug dependencies have been amply docu- 
mented at all levels of formal medical education 
(Lewis et al. 1987), and corrective measures have 
been proposed (Cotter and Callahan, 1987). 

Less attention has been given to the ongoing 
information needs of the 500,000 U.S. physicians 
already in practice. For these physicians, whether 
recent medical school graduates or 40 years past 
formal training, providing effective patient coun- 
seling and intervention for substance abuse prob- 
lems frequently competes unsuccessfully with the 
allocation of relatively scarce educational time 
and resources required by other areas of clinical 
concern. 

Responsibility for meeting the continuing edu- 
cation needs of these physicians has fallen largely 
to medical associations and specialty societies at 
the national, state, and local levels. Whatever the 
site or sponsorship, designers of continuing edu- 
cation programs on alcohol and drug abuse topics 
have had to confront two major issues. 

The first is attiiudinal and is often expressed as 
uncertainty on the part of physicians about their 
responsibility for the clinical care of patients with 
alcohol or drug-related problems. Is it, for ex- 
ample, the duty of the primary caregiver to diag- 
nose and then refer an alcohol-abusing patient for 
treatment? Should the physician remain involved 
as case manager and as the treater of medical 
complaints? Should the physician provide defini- 
tive treatment for all the patient's problems, in- 
cluding those associated with his or her alcohol or 
other drug abuse? This role confusion has prob- 
ably been as great an impediment to physician 
involvement with patients' alcohol and drag-re- 
lated problems as the more widely perceived bar- 
riers of negative stereotyping and hopelessness. 
Physicians tend to see their role as one of manag- 
ing clearly defined illnesses, rather than dealing 



with more general problems related to lifestyle 
choices (Bowen and Sammons, 1988). Thus they 
are likely to treat only the medical complications 
of alcohol and drug abuse rather than to identify 
its underlying causative factors. Physicians' own 
drinking and drug use may also influence their 
attitudes, leading them to ignore or to minimize 
their patients' substance abuse problems. 

The second major issue is strategic; that is, how 
to construct programs that will change physicians' 
actual practice behavior. Teaching programs that 
focus on alcohol and drug topics, like other sub- 
jects of continuing education, are challenged to 
demonstrate outcomes that go beyond merely con- 
veying new information. Experience confirms that 
clinical knowled ge often does not result in practice 
change, and when it does, the role of continuing 
medical education is often obscure (Wergin et al, 
1988). According to one researcher, clinical train- 
ing is a more important determinant of practice 
behavior than attitudes or knowledge (Warburg et 
al., 1987). The lack of supervised clinical experi- 
ences is also correlated with professional discom- 
fort in caring for alcoholic patients (Delbanco and 
Barnes, 1987). 

FINDINGS 

Finding C-l. The Minimum Knowledge, Atti- 
tude, and Skills (KAS) Requirements are not in 
fact "minimum"; rather, they embrace ail pos- 
sible levels of involvement for physicians. 

Evidence suggests that organized medicine 
clearly recognizes physicans' responsibility for 
dealing with alcohol and drug problems (Kenward 
& Wilford, 1988). There is no lack of policy state- 
ments, clinical guidelines, and other materials tes- 
tifying to this commitment. Most notable are the 
statements of Minimum Knowledge and Skills 
Objectives for Alcohol and Other Drug Abuse 
Teaching recently published by the Ambulatory 
Pediatric Association, the American College of 
Emergency Physicians, the American College of 
Obstetricians and Gynecologists, the American 
Psychiatric Association, the Society of General 
Internal Medicine, and the Society of Teachers of 
Family Medicine. 

However, the KAS requirements embrace all 
the possible levels of involvement. Practicing 
physicians may respond to these statements by 
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making individual judgments as to which activi- 
ties fit into their particular practices, which activi- 
ties they feel comfortable handling themselves, 
and which patients they will refer to more special- 
ized sources of care. (Even practitioners in the 
same primary care specialty may make very dif- 
ferent decisions in these areas.) 

In 1979 the AMA determined that the primary 
message to be delivered by an effective program of 
continuing medical education on alcohol and other 
drug abuse must define the physician's role and 
responsibilities. Guidelines developed by the 
AMA' s Cou ncil on Scientific Affairs were designed 
to deliver that message (AMA, 1979). 

The 1979 guidelines, which for the AMA have 
the force of policy, affirm that physicians have a 
responsibility to meet the needs of alcohol and 
other drug abuse patients by providing care at one 
of three levels: (1) diagnosis and referral (desig- 
nated as the minimum acceptable level of care), (2) 
acceptance of limited responsibility for treatment 
(e.g., restoration of the patient to the point of being 
able to participate in long-term treatment), and (3) 
complete care. The guidelines further specify the 
actions and knowledge required at each of these 
levels of involvement. Physicians who choose the 
minimum level of involvement are expected to 
have knowledge and skills in the following areas: 

• Common terminology and diagnostic criteria. 

• Epidemiology and natural history. 

• Familial, sociocultural, genetic, and biologic risk 
factors. 

• Basic pharmacology and pathophysiology. 

• Patient evaluation techniques (including the 
personal, family and substance abuse history); 
selection and evaluation of laboratory tests; inter- 
pretation of physical findings; and strategies for 
overcoming denial. 

• Referral techniques and appropriate referral 
resources. 

• Long-term care needs. 

• Legal and regulatory requirements about pre- 
scribingforand/ortreatingalcoholand drug abus- 
ing patients, release of information, and consent 
to care. 

These skill statements are broadly comparable 
to those developed in ensuing years for specific 
specialty groups. 



Finding C-2. Continuing medical education in 
alcohol and drugs currently targets only a small 
number of practicing physicians. 

A large number of physicians are employed by 
agencies such ar a clinic, a health maintenance 
organization (HMO), or a community health cen- 
ter (CHC). Accordingly, contacting such agencies 
may provide a useful means for gaining access to 
physicians. 

Access to physicians can be gained by identify- 
ing them as: 

• Members of specialty groups (e.g., pediatrics, 
obstetrics and gynecology, internal medicine, fam- 
ily medicine, emergency medicine, psychiatry). 

• Practitioners in various settings (e.g., private 
office, HMO, hospital-affiliated, hospital-ba 

or public clinic). 

• Practitioners in particular geographically-based 
settings (e.g., rural areas). 

• Care providers for certain target populations 
(e.g., African Americans, Native Americans, His- 
panics, adolescents, the elderly). 

RECOMMENDATIONS 

Recommendation C-1. Substance abuse con- 
tinuing medical education programs should be 
targeted to different physician audiences by tai- 
loring programs to meet their actual needs, inter- 
ests, and practice patterns. Physicians should be 
sensitized to the existence of substance abuse 
problems in their patient population through 
continuing medical education programs. The 
existing skill repertory of physicians should be 
used as the foundation for new continuing medi- 
cal education programs. 

Physician involvement and decisions about the 
following considerations would influence the ac- 
ceptability of educational programs: 

• Determine what level of involvement is most 
suitable to physician interest and professional re- 
sponsibilities. 

• Determine what knowledge and skills are 
needed to support this level of involvement. 

• Employ a wide range of approaches. 

• Focus initially on the most interested, most 
reachable, and most enthusiastic physicians. 
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First, target individuals who have identified them- 
selves as interested. Working with motivated indi- 
viduals is likely to produce the greatest impact 
and benefit for effort expended, as well as to create 
positive and enthusiastic role models. 

• Create other strategies to establish a minimum 
acceptable level of skills among all physicians. 

• Devise specifically tailored programs for physi- 
cians who care for populations at greatest risk. 

• Solicit the support of medical administrators of 
organizations that educate, represent and employ 
physicians. Established programs offered by 
AAPA, AMERSA, ASAM, and AOAM should be 
used as models whenever appropriate. 

Recommendation C-2. A wide range of instruc- 
tional methods in Continuing Medical Educa- 
tion should be utilized in the development of 
substance abuse education programs to alter phy- 
sician attitudes toward substance abuse, to im- 
prove skills and to increase physician willing- 
ness to deal with the substance abuse problem. 
These programs should meet the physician's need 
for specif ic knowledge, attitudes, and skills (even 
the minimum level of skills) and enhance learn- 
ing. 

Examples of instructional methods follow. 

• The opening segment of any educational pro- 
gram should relate the material to be presented to 
the physician's practice needs. 

• Training in interviewing ax\d other fundamen- 
tal techniques should build on skills already avail- 
able to the clinician. 

• Role-playing is one example of a useful means 
to enlarge such skills. 

• Specific information can be conveyed through 
"stand-alone media" (e.g., capsule sheets, com- 
puter-assisted learning, brochures, audiotapes 
andvideotapes,books). Skillsthat involve physi- 
cian-patient interviewing are best taught in face- 
to-face interactions or at least through some visual 
medium. 

• When practice is required to gain mastery of a 
skill, small-group sessions may be needed, with 
time allowed for non-threatening feedback on the 
individual's performance. 



• Reference materials should be used to reinforce 
and supplement the educational program. 

• An information exchange or clearinghouse 
should be created to collect and disseminate infor- 
mation about educational opportunites and tech- 
niques. 

Recommendation C-3. Substance abuse related 
knowledge and skills should be included when- 
ever practice standards, guidelines, parameters 
and protocols are being developed or revised by 
public agencies or private organizations. 

D. Multicultural Issues 

People of similar ethnic or cultural origins share 
a common sense of identity and behavioral stan- 
dards. Ethnic differences are therefore of practical 
concern in preventing and treating many medical 
problems. Awareness of these differences is espe- 
cially important when patients and care providers 
come from different ethnic or cultural backgrounds. 
The difficulties that care providers confront when 
dealing with patients with alcohol and drug use 
problems are still further compounded when the 
providers have had different cultural origins and 
experiences from those of their patients. This 
section addresses multicultural issues that are fre- 
quently overlooked. 

FINDINGS 

Finding D-l. Minimum knowledge and skill 
objectives for alcohol and drug abuse teaching 
have been identified, but issues that are particu- 
larly relevant to ethnic and racial minorities have 
not been included. 

Finding D-2. A comprehensive assessment of 
the current tools available for teaching substance 
abuse has been accomplished, but educational 
materials on substance abuse relevant to ethnic 
and racial minorities have been rarely identified. 

Finding D-3. Appropriate, sensitive, and effec- 
tive teaching strategies for use in minority sub- 
stance abuse education have not been devel- 
oped. 

The National Institute on Alcohol Abuse and 
Alcoholism and the National Institute on Drug 
Abuse contracted with six professional organiza- 
tions to identify minimum knowledge and skills 



15 



objectives for alcohol and other drug abuse teach- 
ing. The specialties of pediatrics, emergency medi- 
cine, obstetrics and gynecology, psychiatry, gen- 
eral internal medicine, and family medicine all 
developed objectives appropriate to their respec- 
tive disciplines. However, none of these disci- 
plines considered issues specifically relevant to 
treating ethnic and racial minorities. The educa- 
tional process must specify strategies of preven- 
tion, diagnosis, and treatment of substance abuse 
specific to minority populations. Differences in 
cultural norms, modes of communication and in 
acceptable patterns of care provider intervention 
are all critical aspects of working with minority 
populations. Educational efforts should take place 
at the undergraduate, graduate, and continuing 
medical educational levels. It is imperative that 
curricular materials and educational strategies 
sensitive to dealing with substance abuse in ethnic 
and racial minorities be developed. 

The medical specialty organizations compre- 
hensively assessed curriculum products and tech- 
niquesavailableforteachingaboutsubstanceabuse 
(Davis et al., 1988). Few references to specific 
issues involving ethnic and racial minorities were 
noted. Resource materials that addressed the edu- 
cation of health providers on this topic were not 
identified. 

Substance abuse has been identified as one of 
the major syndromes contributing to the poor 
health status of ethnic and racial minorities (DHHS, 
1985). Improving physician education about car- 
ing for ethnic and racial minorities is an important 
aspect of improving the health status of ethnic and 
racial minorities (PHS, 1989). 

Finding D-4. Basic and essential information 
necessary to understanding the rate and extent of 
substance abuse among ethnic and racial minori- 
ties is generally lacking. 

Finding D-5. The inability of physicians to gain 
access for their patients to substance abuse treat- 
ment will influence the physicians' attitudes 
when physicians are asked to improve their 
knowledge and skills related to substance abuse. 

Part of the difficulty in determining what to 
teach about minority substance abuse stems from 
the lack of information on ways to prevent, assess, 
and treat substance abuse in ethnic and racial 
minority groups. Basic and essential information 



that is necessary to understand the rate and extent 
of drug abuse among ethnic and racial minority 
groups is generally lacking. In addition, little is 
known about specific etiologic factors which play 
a role in the initiation and maintenance of drug 
abuse in these groups (DHHS, 1987). 

There has also been a lack of long term follow- 
up research assessing the impact of culturally 
specific treatment programs to determine whether 
they are more effective than more conventional 
approaches. Further epidemiologic and treatment 
research is needed to define subpopulations within 
racial and ethnic minority groups that are at great- 
est risk for substance abuse. This information is 
essential if better targeted prevention, early inter- 
vention, and treatment programs are to be devel- 
oped which have a greater likelihood of success. 
To be responsive to the needs of ethnic and racial 
minorities, programs should have staff of similar 
ethnic and racial backgrounds familiar with the 
languages of the groups, have access to care facili- 
ties within their local communities, be able to 
assess socioculturai factors impacting upon a 
patient's risk for and successful treatment of sub- 
stance abuse, and overcome socioeconomic barri- 
ers to seeking and acceptance of treatment. 

RECOMMENDATIONS 

Recommendation D-l. A group of educators, 
physicians from the primary care disciplines, 
and substance abuse experts should be con- 
vened to define knowledge, skills, and attitude 
requirements in the substance abuse area 
specific to ethnic and racial minorities and to 
identify appropriate methods and teaching 
strategies. 

Available resources should be identified, suit- 
able teaching methods determined, and strategies 
recommended for for improving the ability of 
physicans to work with ethnic and racial minority 
groups. 

Invitees should include, but not be limited to, 
representatives of the six specialty organizations 
who developed the minimum knowledge and skills 
in substance abuse teaching (emergency medi- 
cine, pediatrics, obstetrics and gynecology, psy- 
chiatry, family medicine and internal medicine). 
Representatives from the National Medical Asso- 
ciation, the Association of American Indian Physi- 
cians, the National Association of Alcohol and 
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Drug Abuse Counselors, the Indian Health Ser- 
vice, NIDA, NIAAA, and medical school faculty 
responsible for undergraduate education should 
also be included. Minority consumer groups 
should be invited to participate and to help shape 
culturally sensitive training goals. 

Recommendation D-2. All medical education 
and training programs in substance abuse should 
be requiredto explicitly include specific training 
modules focusing on the needs of ethnic and 
racial minority groups. 

The Health Resources and Services Adminis- 
tration, the National Institute of Drug Abuse, the 
National Institute of Aicohol and Alcohol Abuse 
and other appropriate agencies of the Department 
of Health and Human Services should require that 
any proposal funded for training health profes- 
sionals include topics specific to ethnic and racial 
minority groups. Requests for proposals for health 
professional training should be monitored to de- 
termine if substance abuse training concerning 
racial and ethnic minority groups is included as 
one of the requirements. 

Recommendation D-3. The Secretary's Task Force 
on Black and Minority Health recommendations 
concerning substance abuse should be pursued. 

Those recommendations included: 

• Reviewing the Department's health professions 
training programs to ensure inclusion of educa- 
tion about substance abuse in curricula. 

• Providing assistance to appropriate organiza- 
tions of health care professionals to ensure that 
substance abuse is included in their curricula and 
that the training includes the diagnosis and pre- 
vention of substance abuse in a variety of patient 
populations including ethnic minorities. 

• Referring patients to appropriate settings and 
providing direct services and treatment that is 
relevant to specific minority patients. 

• Encouraging private sector organizations to 
train minority research scientists and health care 
providers in substance abuse research, diagnosis 
and treatment. 

Assistance shot^d be obtained from the Of- 
fice of Minority Health to determine which of the 
recommendations have been implemented. Orga- 



nizations represented in the Consortium should 
also identify ways they can help implement these 
recommendations. 

Recommendation D-4. Substance abuse training 
programs linked with service programs that tar- 
get racial and ethnic minority populations should 
include information from current research on 
minority use patterns and effective interven- 
tions. 

Recommendation D-5. Substance abuse training 
specifically addressing issues relevant to ethnic 
minorities should be included during residency 
training in primary care disciplines. 

The Council on Graduate Medical Education 
(COGME) and the Committee on Postdoctoral 
Training (COPT) (e.g. osteopathic) should review 
the requirements for substance abuse training spe- 
cifically addressing issues relevant to ethnic mi- 
norities during residency training in primary care 
disciplines. Reports from COGME and COPT about 
the feasibility of requiring substance abuse train- 
ing in graduate medical education programs 
should be requested. 

E. Adolescents and Children 

The strategies necessary to overcome short- 
comings in education about substance abuse 
among children and adolescents are not specific to 
this age group nor to the cohort of physicians 
providing care for these young people. Initiatives 
to improve substance abuse education for physi- 
cians in undergraduate, graduate and continuing 
medical education settings should also simulta- 
neously examine skills, attitudes and knowledge 
needed to care for youth. Therefore, this section 
will not duplicate the previous sections of this 
Policy Report, but instead focus on physician train- 
ing issues particularly germane to working with 
children and adolescents. 

FINDINGS 

Finding E-l. Inpatient pediatric units represent 
inadequate training sites for substance abuse 
education, particularly for those physicians treat- 
ing adolescents and children. Inpatient and out- 
patient psychiatric and community-based chemi- 
cal dependency programs represent adequate 
training sites. 
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The Consortium members agreed that drug 
abuse by children and adolescents now rarely 
leads to their being treated in an inpatient pediat- 
ric or family medicine facility. This situation is in 
some contrast to an earlier era when the physi- 
ologic consequences of substance abuse in adoles- 
cents, especially those associated with opiate and 
barbiturate abuse, more often led to hospitaliza- 
tion. In contrast to adult inpatient services, where 
significant numbers of individuals are hospital- 
ized for effects of their long term alcohol and other 
drug abuse, children and adolescents are rarely 
hospitalized primarily for those reasons. Pediatric 
inpatient units are, as a result, particularly inad- 
equate training sites for physician substance abuse 
education. Psychiatric and community-based pro- 
grams are appropriate sites where there are sig- 
nificant numbers of children and adolescents be- 
ing treated for alcohol and other drug abuse. 

Finding E-2. Pediatric departments are less likely 
to be able to include faculty members whose sole 
subspecialty interest is in substance abuse. Psy- 
chiatric departments are more likely to include 
faculty members with this subspecialty. 

Most departments of pediatrics have at most a 
single member of the department with specific 
training in adolescent medicine. It is extremely 
unlikely that such departments will beable to fund 
an attending physician whose sole interest is in 
substance abuse. The bio-psycho-social nature of 
substance abuse contributes to the presence of 
faculty members in psychiatric departments with 
this orientation. 

Finding E-3. Education regarding adolescent 
drug abuse needs to be provided for all primary 
care disciplines. 

Only a minority of adolescents in the United 
States receive their primary care from pediatri- 
cians. Most are seen by other primary care special- 
ists such as internists, family practitioners, emer- 
gency room physicians, or obstetricians and gyne- 
cologists. All physicians who treat adolescents 
need training and education concerning substance 
abuse in this age group. 

Finding E-4. Screening instruments useful in 
diagnosing substance abuse among adults are 
not generally applicable to young people. 



Most screening instruments for detecting drug 
abuse have been developed for use with adults. 
These instruments are often of little value in iden- 
tifying the factors or behaviors which should alert 
the practitioner to high risk in young persons. 
However, there are ongoing efforts to create screen- 
ing instruments for young persons. The develop- 
ment and evaluation of screening instruments spe- 
cific to young people will provide not only an aid 
in diagnosis but also a training tool. 

Finding E~5. Concepts of arug abuse primary 
prevention are almost exclusively applied to child 
and adolescent age groups. 

Most drug abuse, including that of tobacco and 
alcohol, has its onset during late childhood and 
adolescence. Primary prevention must therefore 
begin in the pre-teen years and continue during 
the transition period from childhood to adult- 
hood. Rather specific primary prevention tech- 
niques have been developed for use with children 
and youth. 

Finding E-6. Addressing drug abuse amongyouth 
requires an understanding of adolescent 
psychosocial and physiologic development. 

The onset of drug abusing behavior needs to be 
understood within the context of other develop- 
mental issues that are part of the child's evolution 
to an adult. Such issues include: separating from 
family influences, the emergence of the peer group 
as an important behavior determinant, and nor- 
mal adolescent risk taking. In addition, drug 
abuse has specific implications for the somatic and 
cognitive development of the adolescent. 

Finding E-7. Frovidingcare to young people who 
are abusing drugs requires an age-specif ic knowl- 
edge of legal and ethical issues with respect to 
confidentiality and consent. 

Handling issues of confidentiality and consent 
particular to the adolescent must be taught in 
order to facilitate the involvement of health pro- 
fessionals in the care of young people. While 
similar considerations have little applicability to 
adult populations, they are critical to the medical 
care of adolescents. 
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Finding E-8. Evaluation and management of 
young people who abuse drugs will require 
knowledge not only of the personal and familial 
factors which place youth at particular risk but 
also an understanding of the skills necessary to 
deal with the drug abusing child or adolescent as 
part of a family unit. 

Far more than adults, children and adolescents 
need to be treated as part of their family units. 
Particular skills and knowledge will be needed not 
only to identify familial risk factors fordrug abuse, 
but also to assist patients' families in confronting 
substance abuse issues. 

Finding E-9. Determining the impact of drug 
abuse upon the fetus and the mother herself, and 
upon the newborn requires a specific knowledge 
base. 

Drug abuse during pregnancy raises complex 
legal, ethical, and patient management issues which 
require very specific educational preparation. The 
diagnosis of the congenital sequelae of maternal 
drug use during pregnancy and the diagnosis and 
management of neonatal addiction and abstinence 
syndromes also require specialized training. 

RECOMMENDATIONS 

Recommendation E-l. Outpatient training set- 
tings along with psychiatric residential facilities 
should be utilized in order that the full spectrum 
of youthful drug abusers be represented during 
the training of physicians. 

There may be a need to encourage the use of 
nontraditional health care settings which have a 
high incidence of substance abuse as training sites. 
These include juvenile detention centers and 
school-based clinics. The responsibility for train- 
ing initiatives will lie with directors of ambulatory 
programs, training directors, and department 
chairpersons. Monitoring responsibilitv will lie 
with the residency review committee. 



Recommendation E-2. Faculty with a primary 
interest in adolescent medicine should be pro- 
vided the opportunity to develop expertise in 
substance abuse issues and to convey tnat exper- 
tise to trainees. Training should be 
multidisciplinary and involve cooperation and 
coordination of education among the disciplines 
of family medicine, pediatrics, child and adoles- 
cent psychiatry, gynecology, and internal medi- 
cine. 

Recommendation E-3. The use of screening de- 
vices for detecting drug abuse should be taught 
as an integral component of education programs 
that focus on adolescent substance abuse. 

Recommendation E-4. Data on effective preven- 
tion strategies for adolescent substance abuse 
should be used in teaching programs and dis- 
seminated to those working with youthful popu- 
lations. 

Recommendation E-5. Legal and ethical issues 
of substance abuse should be incorporated in 
substance abuse education at all levels of train- 
ing. 
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IV. BACKGROUND ON THE SUBSTANCE ABUSE PROBLEM 



Substance abuse continues to be one of the most 
serious threats to the health and well-being of 
Americans. Abuse of tobacco, alcohol and other 
drugs is common. Tobacco use is responsible for 
more than one of every six deaths in the United 
States and is the most important single prevent- 
able cause of death and disease in our society. Yet, 
nearly one-third of all adults in the United States 
continue to smoke (OSH, 1989). The most recent 
(1990) National Household Survey found 31 .5 per- 
cent of young adults continue to smoke despite 
widely publicized health hazards of tobacco use 
(NIDA, 1991). While cigarette smoking has re- 
mained nearly constant among high school se- 
niors (12.1 percent) (Johnson etal, 1991), there has 
been a decrease (0.4 percent) in smoking among 
adults ages 18-25 (NIDA, 1991). 

Although use of marijuana, cocaine and PCP 
among high school seniors has been steadily de- 
clining since it peaked in 1978, use of those illicit 
drugs is still common. The percentage of Ameri- 
cans 12 years of age or older who have used, at 
some time in their lives, illicit drugs is: marijuana 
14.8 percent, hallucinogens 3.3 percent, cocaine 2.6 
percent, heroin 0.7 percent, or a tranquilizer drug 
for nonmedical purposes 2.7 percent (NIDA, 1 991 ). 

Alcohol use among high school students is per- 
vasive. More than 89.5 percent of high school 
seniors in the Class of 1990 reported having tried 
alcohol. Some 57.1 percent of seniors had drunk 
alcohol in the past month; 3.7 percent had done so 
on a daily basis. More than 40 percent reported 
having smoked marijuana in their lifetime; 2.2 
percent did so on a daily basis (Johnston et al, 
1991). It is particularly disquieting that earlier 
high school survey data found that most children's 
initial experiences With cigarettes, alcohol and 
marijuana occur before entry to high school 
(Johnston 6 tal. 1987). 

The \dtional Drug Control Strategy, the 1990 
repou of the Bush Administration, outlines the 
latest in a series of Federal initiatives to combat the 
persistent problem of illicit drugs (White House, 
1990). A new cabinet-level office, the Office of 
National Drug Control Policy has been formed to 
oversee these efforts. The national goal is clear: 
reduce the number of people reporting current 
illicit drug use and the number of drug-related 
emergency room incidents by 15 percent in two 
years, by 55 percent in ten years. The Healthy 



People 2000, National Health Promotion and Disease 
Prevention Objectives (DHHS, 1991) are equally 
explicit. These objectives include: 

• Reduce cigarette smoking to a prevalence of no 
more than 15 percent among people aged 20 and 
older, and among pregnant women to less than 10 
percent. 

• Reduce by 50 percent or more the use of alcohol, 
marijuana, and cocaine among young people 12 to 
25 years of age. 

• Increase the proportion of high school seniors 
who perceive social disapproval associated with 
the heavy use of alcohol to 70 percent, social disap- 
proval associated with occasional use of marjiuana 
to 85 percent, and social disapproval associated 
with trying cocaine once or twice to 95 percent 
(DHHS. 1991). 

These initiatives are intended to diminish to- 
bacco, alcohol and drug use and to better cope 
with social and health problems related to their 
use. 

Analysis of the data reported in the 1990 Na- 
tional Household Survey on Drug Abuse (NIDA, 
1991) has revealed the following trends: 

• Current prevalence rates for use of any illicit 
drug among persons 12 years of age and older 
continued to decrease from 23 million drug users 
(12.1%) in 1985, to 14.5 million users (7.3%) in 1988 
to 13 million users (6.4%) in 1990. 

• The number of current cocaine users decreased 
significantly from 2.9 million (1.5%) in 1988 to 1.6 
million (0.8%) in 1990, continuing a previous de- 
cline. This represents a 72% decrease in the num- 
ber of current cocaine users since 1985, when 
there were an estimated 5.8 million (2.9%) current 
cocaine users. 

• Currentcigaretteusedroppedfrom32%inl985 
to 29% in 1988, and presently stands at 27%, repre- 
senting a significant decrease from 1988. This 
represents a 3.5 million decrease in ti e number of 
cigarette smokers in the last two years. The previ- 
ous three year period, 1985-88, experienced a 3.2 
million decrease, for a total decrease of 6.7 million 
persons since 1985. 

• There were 102.9 million current drinkers of 
alcoholic beverages in 1990 compared with 105.8 
million in 1988, and 113.1 million in 1985. The 
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alcohol use rates in 1985, 1988, and 1990, for those 
aged 1 2 and over, are 59% , 53%, and 51 c /< , respec- 
tively. 

• The overall current 1990 (past month) preva- 
lence rate for any illicit drug use (12 years old and 
over) was 6.4%. Rates for males and females are 
7.9% and 5.1%, respectively. In addition to males, 
other demographic subgroups with rates in excess 
of the overall rate are those for blacks (8.67c), large 
metro areas (7.3%), those living in the West region 
(7.3%, and the unemployed population (14.0%). 

The Household Survey (NIDA, 1991) data spe- 
cific to 1990 revealed: 

• Overall in 1990, 74.4 million Americans age 12 
or older (37 percent of the population) had tried 
marijuana, cocaine or other illicit drugs at least 
once in their lifetime. 

Almost twenty-seven million Americans ( 1 3.3 7c ) 
used marijuana, cocaine or other illicit drugs at 
least once in the past year. 

• Among youth (12 to 17 years old), 15.9% used 
an illicit drug in the past year and 8.1% used an 
illicit drug at least once in the past month. Compa- 
rable rates for young adults (18-25 years old) are 
28.7% and 14.9%, respectively; and for adults 26 
years old and over the rates are 10.07c and 4.6% 
respectively. 

• Over 4.8 million or 8 percent of the 60.1 million 
women 15-44 years of age (the height of 
childbearing years) used an illicit drug in the past 
month. Slightly over one-half million or 0.97o used 
cocaine and 3.9 million (6.5%>) used marijuana in 
the past month. 

• Among 18-34 year old full-time employed 
Americans, 24.4%> used an illicit drug in the past 
year, and 10.5% used an illicit drug in the pas; 
month. Of these full-time workers, 9.2% used 
man juana, and 2.1% used cocaine in the past month. 

Cocaine 

• Among the 6.2 million people who used cocaine 
in the past year (1990), 662,000 (10.6%) used the 
drug once a week or more and 336,000 (5.4% ) used 
the drug daily or almost daily throughout the year. 
While the number of past year and past month 
cocaine users has decreased significantly since the 
peak year 1985, frequent or more intense use has 
not decreased. Of the 12.2 million past year co- 



caine users in 1985, an estimated 647,000 used the 
drug weekly and 246,000 used it daily or almost 
daily. 

• Rates for use of cocaine in the past year declined 
for youth (12-17 vears old) from 4.0%? in 1985, to 
2.9% in 1988 to 2.2% in 1990. For young adults 
(aged 18-25), the rates for 1985, 1988, and 1990, are 
16.37c, 12.17c and 7.5%, respectively. These de- 
creases between 1985 and 1990 were statistically 
significant for both age groups. 

• The 1990 rate of current (past month) cocaine 
use was 0.87c overall, a significant decrease from 
the 1988 rate of 1.5. The rate of current cocaine use 
for males (1 .1 7c) was over twice as high as that for 
females (05% ) . Other demographic subgroups for 
which the rates of current cocaine use are high 
were the unemployed {2.7%), blacks (1.77c) and 
Hispanics (1.97c). 

• Approximately 1.4% of the population 12 years 
old and over have used crack at some time in their 
lives, and one-half of one percent used crack dur- 
ing the past year. These rates changed very little 
from those in 1988. This translates to about one 
million past year crack users for each year, 1988 
and 1990. Past year use in 1990 is highest among 
males (0.8%0), blacks ( 1 .7% ), and the unemployed 
(1 .3% ). Bv age group, the highest rate is for young 
adults 18-25 years old (1.47c). 

Marijuana 

• Marijuana remains the most commonly used 
illicit drug in the United States. Approximately 
66.5 million American (33.1%) have tried mari- 
juana at least once in their lives. Nearly three 
million youth, over 15 million young adults, and 
in excess of 48 million adults aged 26 and older 
have tried marijuana. 

• In 1990, the lifetime rate of marijuana use for 
youth was 14.87c while the rate for young adults 
was 52.2%. These rates have been steadily de- 
creasing since 1 979, when they were 31 % and 687c, 
respectively. 

• Rates of past month use of marijuana did not 
change significantly between 1988 and 1990, de- 
creasing slightly from 5.9% to 5.1%. Rates were 
highest for males (6.4%), blacks (6.7%), and the 
unemployed (12.37c). 
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• Of the 20.5 million people who used marijuana 
(at least once) in the past year in 1990, over one- 
quarter or 5.5 million, used the drug once a week 
or more 

Alcohol and Tobacco Products 

• The decline in the rates of lifetime alcohol use 
seen between 1985 and 1988 (from 56% to 50%) for 
youth continued in 1 990 to 48%. Past year use was 
41 % in 1990, and has experienced a steady decline 
since 1979. In 1990 less than 25% of youth have had 
at least one drink during the past month. This is 
similar to 1988 survey results. 

• For young adults, the prevalence of alcoholic 
beverage use is substantially higher than for youth: 
88% have tried alcohol, 80% have used alcohol in 
the past year, and 63% have used alcohol during 
the preceding month. Although this represents 
little change from 1988, drinking alcohol has 
steadily declined since 1985. The 1990 rates for 
drinking among young adults in the past year and 
past month are significantly lower than those re- 
ported in 1985 (87% and 71%, respectively). 

• Of the 133 million people age 12 and older (66% 
of the population) who drank (alcohol) in the past 
year, nearly one-third, or 42 million, drank at least 
once a week. 

• Nearly three-quarters of the American popula- 
tion (73.2%) have tried cigarettes, and slightly over 
a quarter (26.7%) are past month (current) smok- 
ers, a decrease from 28.8 percent in 1988. Current 
use among youth of cigarettes is almost 12%; 32% 
among young adults; and 28% among adults 26 
and over. 

Other Drugs 

• Hallucinogens include such drugs as LSD, PCP, 
mescaline, and peyote. Past year prevalence rates 
for hallucinogens decreased significantly between 
1988 and 1990 (1.6% versus 1.1%). Males (1.7%) 
exhibit the highest prevalence rates. Although 
1990 past year prevalence is highest among two 
age groups, 12-17(2.4%)and 18-25 (3.9%), lifetime 
prevalence is highest among the 26-34 old popula- 
tion (15.7%). 

• In 1990 past month nonmedical use of 
psychotherapeutic drugs, i.e., sedatives, tranquil- 
izers, stimulants, and analgesics, has stabilized at 



the 1988 rate of under 2% from the higher (3.2%) 
rate in 1985. A significant decrease was noted for 
past year use for the age groups 18-25 and 26-34. In 
1988 the rates were 1 1 % and 10%, respectively. For 
1990 they decreased to 7% and less than 6%. This 
dramatic reduction translates to nearly 3 million 
fewer past year users in these two age groups. 

Other studies confirm the seriousness of our 
national problems. 

• Hospital emergency rooms reporting to the 
Nation's DAWN system treated four times as many 
cocaine-related emergencies in 1988 compared to 
1985 (42,145 versus 10,248) (Adams et al, 1990). 

• More than half the AIDS-related deaths in New 
York City have been related to intravenous drug 
abuse (Joseph, 1 988); four out of five children with 
AIDS in New York City have a parent who abuses 
IV drugs (Desjarlais and Friedman, 1988). 

• Although the exact extent of illicit drug use 
during pregnancy is not known, there is now good 
evidence that illicit drug use is associated with low 
birth weight and other more serious neonatal health 
complications (Hutchings, 1989). 

• Tobacco use is not only hazardous in itself, but 
is also highly correlated with use of marijuana and 
cocaine. For example, young adults who are daily 
smokers are over ten times more likely to have 
used marijuana and cocaine than those who have 
never smoked cigarettes (NIDA, 1990). 

Alcohol abuse and alcoholism continue to be 
serious health problems in the United States, viz.: 

• Large numbers of underage youth drink heavily 
and consistently. More than a third of high school 
seniors drink heavily at least occasionally, and a 
third also see no great risk in consuming as many 
as four or five drinks daily. Nearly one in ten 
seniors first used alcohol by the sixth grade 
(Johnston etal., 1987). 

• Alcohol abuse and alcoholism are estimated to 
cost society over $128 billion annually, more than 
any other public health problem (NIAAA, 1990). 

• Nearly half of all accidental deaths, suicides 
and homicides are alcohol related (NIAAA, 1990). 

• Alcohol use creates problems for an estimated 
18 million persons 18 years old and older, ranging 
from dependence to various negative personal 
consequences (Hilton, 1987). 
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The public health burden of substance abuse in 
our society falls most heavily on minority group 
members. Although most illegal drug users are 
white, the most serious health consequences affect 
minority group members to a greater extent than 
the general population. For example, black males 
are at much higher risk for alcohol-related ill- 
nesses than are white males (Herd, 1989). Black 
and Hispanic intravenous drug abusers represent 
51 and 30 percent respectively of the AIDS cases 
associated with IV drug use (Curran et al., 1988). 

Drinking patterns vary greatly among ethnic 
and racial groups. For example, abstinence among 
blacks is more common than in white groups. 
Black men who drink are less likely than white 
men to drink heavily. However, the incidence of 
alcohol-related medical problems, especially liver 
cirrhosis and cancer of the esophagus, is very high 
among blacks, with a mortality rate twice as high 
as that in the white population. Hispanic Ameri- 
can men have a higher rate of alcohol use and 
abuse than the general population and have a 
higher rate of mortality from cirrhosis (DHHS, 
1990). Both individual and collective strategies are 
needed if Americans' use and abuse of illicit sub- 
stances are to be reduced. Healthy People 2000, 
National Health Promotion and Disease Preven- 
tion Objectives (DHHS, 1991) to reduce alcohol 
and other drug problems, stresses the important 
role primary care physicians can play in the pre- 
vention, identification and referral or treatment of 
substance abuse problems. 

Because more than half of all persons with 
substance abuse disorders obtain all of their care 
from the general medical sector, a great potential 
exists in primary care for prevention, detection, 
treatment, and referral of these patients (Kamero w 
et al., 1986). A recent study of physicians revealed 
that they recognize the magnitude of the sub- 
stance abuse problem (AMA, 1988); and nine out 
often practicing physicians consider alcoholabuse 
a major national problem. However, primary care 
physicians are also ambivalent about substance 
abuse problems and feel inadequate to deal with 
such problems. Physicians acknowledge that their 
failure to recognize substance abuse-related health 
problems is the result of knowledge and skill 
limitations. Physicians have identified several 
factors which play a role in their professional 
inadequacies in this area. They are: inadequate 



training, negative attitudes and prejudices con- 
cerning alcohol and drug abusers, skepticism re- 
garding treatment effectiveness, and limitations 
of their medical education. Physicians have also 
highlighted major deficiencies of the treatment 
reimbursement system which discourage them 
from engaging in health promotion activities. Time 
spent talking with patients about possible sub- 
stance abuse problems is simply not adequately 
reimbursed (Kamerow et al., 1986). 

There is good evidence that education can effec- 
tively modify negative physician attitudes as well 
as providing them with much needed skills to 
diagnose and treat substance abuse (Warburg et 
al., 1987). Nevertheless, many physicians fail to 
appreciate the potential impact they can have on 
their patients' health and well-being by dealing 
more effectively with substance abuse problems. 
Although some progress has been made, espe- 
cially in the past decade, much remains to be done 
if medical education is to enable physicians to 
better cope with substance abuse problems. 

Primary care training programs vary widely in 
the extent to which substance abuse units have 
been integrated into their curricula; 42% of pro- 
grams surveyed reported specific training in 
subtance abuse (Davis et al., 1988). Comprehen- 
sive substance abuse training is also often absent 
in specialty training. A 1988 report noted that 
psychiatry was the only medical specialty in which 
training in substance abuse was nearly universal. 
Thus, to that time, departments of psychiatry pro- 
vided most of the medical education in substance 
abuse (Davis et al., 1988). Rapid developments 
since 1988 have placed substance abuse training 
within family medicine programs. 
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